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INTRODUCTION 

Female sexuality is influenced by many physiological and 

psychological factors (1). Pregnancy is a process that affects 

sexual activity due to anatomical, physiological, and 

psychological changes, as well as cultural, social, religious, 

and emotional influences (1,2). 

Musculoskeletal adaptations and hormonal changes during 

pregnancy affect sexuality (3). Moreover, the preparation for 

parenthood and thoughts about the baby’s future affect 

women psychologically, leading to a decrease in sexual 

function. Common sexual dysfunctions during pregnancy 

include decreased coital frequency and sexual desire, and 

dyspareunia (4). Dyspareunia refers to pain experienced 

during sexual intercourse (5).  

Sexual function during pregnancy also varies between 

trimesters (6). There are numerous studies in the literature 

 

demonstrating that sexual function is adversely affected 

during different trimesters of pregnancy (7,8,9). The first 

trimester is known as the period when a woman adjusts to 

pregnancy. The production of chorionic gonadotropin (HCG) 

hormone increases during the first trimester, leading to an 

increase in breast size and some psychological effects (10). 

Additionally, HCG affects the phases of sexual function, 

affecting sexual activity (10). The second trimester is the 

period when the pregnant woman is most physically and 

psychologically in harmony with the fetus (11). The balance 

of hormonal activity and the completion of physical and 

psychological adaptation during this period positively 

influence sexual function (11). The third trimester is 

characterized by significant sexual dysfunction due to the 

increase in abdominal volume and concern about impending 
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childbirth (2,12). Physical adaptations during this period, 

such as fatigue, back pain, dyspnea, and decreased mobility, 

make sexual intercourse more challenging (13). Therefore, 

the third trimester is the period with the lowest frequency of 

sexual intercourse (14). A meta-analysis of studies conducted 

between 1950 and 1996 showed that sexual satisfaction was 

76-79% before pregnancy, 59% in the first trimester, 75-84% 

in the second trimester, and 40-41% in the third trimester (15). 

In another study, the presence of dyspareunia during 

pregnancy was evaluated. Assessments conducted in two 

different trimesters showed a dyspareunia rate of 30.5% in the 

second trimester and 41.4% in the third trimester (16). Sexual 

dysfunction during pregnancy can have a negative impact on 

marital psychology and can be a barrier to the couple’s 

parenting experience (17,18). Identifying sexual responses 

during pregnancy is important for maintaining a healthier 

sexual life during the parenting process. 

The aim of our study is to investigate dyspareunia and sexual 

function in third trimester pregnant women living in Turkey 

and to contribute to the literature. 

METHODS 

This study was conducted at the Istanbul Training and 

Research Hospital's Pregnancy Clinic between January 2024 

and August 2024. Approval was obtained from the Istanbul 

Training and Research Hospital's Clinical Research Ethics 

Committee (GO:356). The sample of this cross-sectional 

study consisted of voluntary women in the third-trimester 

who applied to the clinic. A total of 40 voluntary pregnant 

women were included in the study. The study was conducted 

through the application of face-to-face scales and forms. 

Informed consent was obtained from the pregnant women 

participating in the study in accordance with the Declaration 

of Helsinki. The inclusion criteria for the study were as 

follows: having applied to the Obstetrics and Gynecology 

Clinic of Istanbul Education and Research Hospital, being in 

the third trimester (after 28 weeks of pregnancy), being 

literate, volunteering for participate in the study, being 

sexually active, and having a BMI <35. 

The exclusion criteria included the presence of an active 

vaginal infection, a history of active malignancy with 

ongoing radiotherapy and/or chemotherapy, having received 

hormone replacement therapy within the past year, the use of 

topicalestrogen, coitus within the past two days, stage 2 or 

higher pelvic organ prolapse, a history of mesh surgery, and 

the presence of diseases or medication that cause vaginal 

dryness (e.g., Sjögren's syndrome, Lichen planus, Lichen 

sclerosis, or the use of antidepressants or antihistamines). 

Evaluations 

The study used a demographic form to collect information 

about the demographic characteristics and obstetric history of 

the pregnant women, the Visual Analog Scale (VAS) to 

measure the presence and severity of dyspareunia, and the 

Female Sexual Function Index (FSFI) to assess female sexual 

dysfunction. 

Demographic Information Form 

First, the pregnant women's age, body mass index, education 

level, and employment status were recorded. Then, their 

medical and obstetric history was taken, including the 

presence of chronic diseases, previous surgeries, parity, type 

and number of births. 

Visual Analog Scale (VAS) 

The Visual Analog Scale (VAS) is a horizontal line, 0–10 cm 

(or 0–100 mm) in length, with one end representing no pain 

and the other end representing the most severe pain (19). The 

VAS is advantageous because of its simplicity and ease of use, 

and has been shown in studies to be a reliable and valid tool 

for assessing the severity of dyspareunia (19). In our study, 

the VAS was used to measure subjectively perceived pain. 

Participants were asked to mark the intensity of pain they 

experienced during sexual intercourse. The marked position 

on the line was measured with a ruler and recorded in 

centimeters. 

Female Sexual Function Index (FSFI) 

The FSFI is a Likert-type scale consisting of 19 items with 

six subscales that assesses sexual dysfunction in women (20). 

The FSFI was developed by Rosen et al. in 2000, and its 

validity and reliability have been established (20). A validated 

Turkish version of the scale is available (21). The six 
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subscales of the FSFI are desire, arousal, lubrication, orgasm, 

satisfaction, and pain. The total score is calculated by 

multiplying the scores of each subscale by specific factors 

and then summing. The total score ranges from 2 to 36, with 

higher scores indicating better function (20).  

Statistical Analysis 

The data were collected face-to-face during the clinical visits. 

The collected data were analyzed using the Statistical 

Package for Social Sciences (SPSS) for Windows 23.0 

software. Each parameter was categorized as qualitative or 

quantitative, and the mean, standard deviation, frequency, and 

percentages were calculated. Normality distribution was 

analyzed using the Kolmogorov-Smirnov test. Parametric and 

non-parametric tests were used. The correlation between VAS 

dyspareunia and FSFI scores was determined using the 

Spearman test. The degree of the relationship according to the 

Spearman correlation coefficients was interpreted as: no 

relationship (0-0.19), weak (0.20-0.39), moderate (0.40-

0.69), strong (0.70-0.89), and very strong (0.90-1) (22). A p-

value of <0.005 was considered statistically significant. 

RESULTS 

A total of 40 pregnant women were included in the study. The 

mean age of the participants was 30.70 ± 6.48 years and the 

mean gestational age was 34.05 ± 2.75 weeks. The 

demographic characteristics of the pregnant women are 

shown in Table 1. 

A FSFI score below 26.55 is considered to be consistent with 

sexual dysfunction (20). In our study, the majority of the 

women, based on FSFI scoring, who participated (n=37, 

92.50%) were found to have sexual dysfunction. 

A weak, statistically significant negative correlation was 

found between the participants' VAS dyspareunia score and 

FSFI total and subscale scores (p=0.134, p=0.091) (Table 2). 

DISCUSSION 

Our study was conducted to evaluate the sexual function and 

the presence of dyspareunia in third trimester pregnant 

women living in Turkey. The results showed that sexual 

dysfunction is common among pregnant women in the third 

trimester. A weak negative correlation was found between 

dyspareunia and sexual function. 

Table 1. Demographic Characteristics of the Pregnant 

Women  
Participants Demographics (n=40) 

-Age, (IQR) 30.70 (18-44) 

-BMI, (IQR) 27.39 (21-35) 

Employment Status, % (n) 

-Employed 17 (7) 

-Unemployed 83 (33) 

-Retired 0 

Educational Status, % (n) 

-Illiterate 0 

-Literate 7.30 (3) 

-Primary School Graduate 26.80 (11) 

-High School Graduate 41.50 (17) 

-University Graduate 24.40 (10) 

-Master's Degree 0  

Marital Status, % (n) 

-Single 0 

-Married 100 (40) 

-With Partner 0 

-Parity, (IQR) 1.90 (1-4) 

Type of Delivery, (%) 

-Nulliparous 34.10 (14) 

-Vaginal Delivery 22 (9) 

-Cesarean Section 31.70 (13) 

Delivery Related History  

Number of Vaginal Deliveries, (IQR) 0.30 (0-3) 

Number of Cesarean Sections, (IQR) 0.50 (0-3) 

History of Gynecological Surgery, % (n) 0 

History of Chronic Disease, % (n) 4.90 (2) 

Frequency of Sexual Intercourse 

(monthly), (IQR) 

3.80 (0-12) 

Evaluations  

VAS Dyspareunia, (IQR) 1.10 (0-8) 

FSFI (IQR)  

-Score  11.75 (2-36) 

-Desire 2.22 (1.2-6) 

-Arousal 1.86 (0-6) 

-Lubrication 1.86 (0-6) 

-Orgasm 1.86 (0-6) 

-Satisfaction 2.10 (0-6) 

-Pain 1.86 (0-6) 

IQR: Interquartile range, Min-Max values, FSFI: Female Sexual Function 

Index, VAS: Visual Analog Scale, BMI: Body Mass Index. 

Pregnancy is a period characterized by many physical 

adaptations (2). Pregnant women may avoid sexual activity 

because of the changes they experience (23,24,25). The most 

commonly used scale in literature to assess sexual function is 

the FSFI (20). In our study, the FSFI was used to assess sexual 

function in pregnant women. Several studies published in 

recent years have shown a decline in sexual function in 

pregnant women (7,8,26). 
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Table 2. VAS Dyspareunia and FSFI Total and Sucscales 

Scores of Pregnant Women 
 VAS Dyspareunia (rho) p 

FSFI total score -0.241 0.134 

FSFI Desire -0.270 0.091 

FSFI Arousal -0.241 0.134 

FSFI Lubrication -0.241 0.134 

FSFI Orgasm -0.241 0.134 

FSFI Satisfaction -0.241 0.134 

FSFI Pain 0.241 0.134 

FSFI: Female Sexual Function Index, VAS: Visual Analog Scale. 

*p<0.005. rho: Spearman correlation coefficient. 

The prevalence of sexual dysfunction in pregnant women 

varies between studies conducted in different countries 

(2,7,8,10). Studies investigating sexual dysfunction in the 

third trimester of pregnancy have reported rates ranging from  

62% to 87.7% (2,7,8,10). In our study, the prevalence of 

sexual dysfunction in third trimester pregnant women living 

in Turkey was found to be 92.5%. The high rate observed in 

our study may be due to the belief among pregnant women 

that coitus during pregnancy could harm the baby or pose a 

risk of preterm delivery. Additionally, genitourinary 

infections, dyspareunia, and psychological effects are also 

thought to have a negative impact on sexual function. 

Factors such as weight gain, abdominal circumference, and 

uterine enlargement as pregnancy progresses, limitations in 

appropriate sexual positions, and concerns that sexual 

intercourse may harm the growing fetus are associated with a 

decline in sexual function (27,28,29). Research supports our 

study findings. 

Several studies have shown that the frequency of sexual 

intercourse and sexual satisfaction decrease during different 

trimesters of pregnancy (13,30). Sexual desire and coitus are 

positively correlated parameters. The literature suggests that 

coitus decreases significantly during pregnancy. In our study, 

sexual desire was assessed using the FSFI sexual desire 

subscale score. The mean FSFI sexual desire subscale score 

was found to be 2.22, which is consistent with the literature. 

Studies evaluating coitus during pregnancy have reported that 

the monthly frequency of coitus was 6.4 in the study by Naim 

et al. and 6.6 in the study by Oruc et al. (31,32). In our study, 

the monthly frequency of coitus in the third trimester was 

found to be 3.8. 

One study examining coitus frequency across trimesters 

found that 5.1% of women in the first trimester, 13.4% in the 

second trimester, and 58.6% in the third trimester did not 

engage in coitus at all (33). Another study focusing on coitus 

frequency in the third trimester reported that 9.7% of the 

women experienced no change in sexual activity, 22.6% 

reported a decrease, and 64.5% did not engage in sexual 

intercourse (34). 

Dyspareunia during pregnancy is a parameter that negatively 

affects both coitus and sexual function. The causes of 

dyspareunia during pregnancy include infection, difficulty 

with arousal, vaginal dryness, genital swelling and bleeding 

in the genital area, fatigue, fear of miscarriage, and fear of 

harming the baby (35,36). 

According to the literature, as pregnancy progresses, women 

experience orgasmic dysfunction, difficulty in achieving and 

maintaining vaginal lubrication, more frequent and intense 

dyspareunia, and especially fear of sexual intercourse in the 

third trimester (37). Studies of pregnant women in Turkey 

have shown that the rate of dyspareunia during pregnancy 

ranges from 22% to 61% (32,38). 

On the other hand, some studies have suggested that 

dyspareunia decreases as the frequency of coitus decreases 

with advancing pregnancy (39). In our study, 37.5% of the 

pregnant women reported experiencing dyspareunia. The 

dyspareunia rate shows a weak correlation with FSFI scores, 

which is consistent with the literature. In addition, a weak 

positive correlation was observed between the FSFI Pain 

subscale and VAS dyspareunia. 

Furthermore, considering that parity may affect sexual 

function during pregnancy, the effect of the number of parities 

on sexual function and dyspareunia was evaluated. The 

results showed that parity had no effect on sexual function or 

pain. 

The strength of our study lies in its focus on the sexual 

function of pregnant women in the last trimester and its 

contribution to the literature on pregnant women living in 
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Turkey. Based on these basic findings, educational and 

therapeutic approaches to improve the sexual function of 

pregnant women in Turkey should be supported. 

Limitations 

The study has several limitations. First, the sample size was 

relatively small, which limits the generalizability of the 

findings. Second, the study relied on self-reported data, which 

may be subject to bias. Future studies with larger sample sizes 

and objective measures of sexual function are needed for 

further validate. Additionally, biological and psychological 

diseases/conditions that affect sexual function were not part 

of the exclusion criteria in our study. We recommend that 

future studies consider these factors that may influence sexual 

function. 

CONCLUSION 

Physiological and psychological changes occurring during 

pregnancy affect sexuality. Sexual function during pregnancy 

varies from trimester to trimester. The third trimester of 

pregnancy is the time when physiological changes are most 

intense. Therefore, sexual dysfunction is more pronounced in 

pregnant women during the third trimester. At the same time, 

the frequency of sexual intercourse decreases. Sexual 

dysfunction in pregnant women negatively affects the 

couple's relationship and the process of parenthood. To 

maintain healthy sexual function, health professionals, 

especially physiotherapists specializing in women's health, 

should provide sexual education and counseling to pregnant 

women. 

Acknowledgments 

Author Contributions: HGK: Literature review, data 

collection, data analysis/interpretation, manuscript writing. 

TA: Concept development, study design, literature review, 

data collection, data analysis/interpretation, manuscript 

writing, supervision. 

Financial Support: The authors declare that no funds, grants, 

or other support were received during the preparation of this 

manuscript. 

Conflict of Interest: The author(s) state that there are no 

potential conflicts of interest concerning the research, 

writing, and/or publication of this article. 

Ethical approval: This study was approved by Istanbul 

Training and Research Hospital's Clinical Research Ethics 

Committee (GO:356).  

How to cite this article: Kürne HG, Akbayrak T. 

Investigation of Sexual Function and Dyspareunia in Third 

Trimester Pregnant Women. Journal of Hacettepe University 

Physical Therapy and Rehabilitation. 2025;3(2),54-59. 

REFERENCES 

1. Naldorellas E, Crane JM, Daley M, Bennett KA, Hutchens 

D. Sexuality and sexual activity in pregnancy. BJOG. 

2000;107(8):964-8. 

2. Malary M, Moosazadeh M, Amerian M, Sabetghadam S, 

Keramat A. Prevalence of female sexual dysfunction in different 

pregnancy trimesters: A systematic review and meta-analysis. J 

Holistic Nurs Midwifery. 2022;32(2):98-108. 

3. Bermas BL. Maternal adaptations to pregnancy: 

musculoskeletal changes and pain. Uptodate Database Syst Rev. 

Available from: https://www.medilib.ir/uptodate/show/427. 

4. Ribeiro MC, de Tubino Scanavino M, do Amaral MLSA, 

de Moraes Horta AL, Torloni MR. Beliefs about sexual activity 

during pregnancy: A systematic review of the literature. J Sex 

Marital Ther. 2017;43(8):822-32.  

5.  Bø K, Berghmans B, Mørkved S, Van Kampen M. 

Evidence-based physical therapy for the pelvic floor: Bridging 

science and clinical practice. 2nd ed. Amsterdam: Elsevier; 2014. 

6.  Fuchs A, Czech I, Sikora J, Fuchs P, Lorek M, Skrzypulec-

Plinta V, et al. Sexual functioning in pregnant women. Int J Environ 

Res Public Health. 2019;16(21):4216.  

7.  Khalesi ZB, Bokaie M, Attari SM. Effect of pregnancy on 

sexual function of couples. Afr Health Sci. 2018;18(2):227-34.  

8.  Miranda CC, Perez AV, Bossardi BR, Brust LC, Grossi FS, 

Valério EG, et al. Sexual function in pregnant women in the public 

health system. Open J Obstet Gynecol. 2019;9(6):764-74. 

9.  Mobasher A, Ismail SA, Habib D, Abu-Taleb D, Saleh S, 

Abbas AM. The effect of pregnancy on female sexual function: a 

cross-sectional study. J Curr Med Res Pract. 2019;4(2):170.  

10.  Naldoni LM, Pazmiño MA, Pezzan PA, Pereira SB, Duarte 

G, Ferreira CH. Evaluation of sexual function in Brazilian pregnant 

women. J Sex Marital Ther. 2011;37(2):116-29. 

11.  Napso T, Yong HE, Lopez-Tello J, Sferruzzi-Perri AN. The 

role of placental hormones in mediating maternal adaptations to 

support pregnancy and lactation. Front Physiol. 2018;9:1091.  

12.  Daud S, Zahid AZM, Mohamad M, Abdullah B, Mohamad 

NAN. Prevalence of sexual dysfunction in pregnancy. Arch Gynecol 

Obstet. 2019;300:1279-85.  

13.  Aslan G, Aslan D, Kızılyar A, Ispahi C, Esen A. A 

prospective analysis of sexual functions during pregnancy. Int J 

Impot Res. 2005;17(2):154-7. 

14.  Johannes B, Judith A. Sexuality during pregnancy and the 

postpartum period. J Sex Educ Ther. 2000;25(1):49-59. 

15.  Sydow KV. Sexuality during pregnancy and after 

childbirth: A metacontent analysis of 59 studies. J Psychosom Res. 

1999;47:27-49. 

16.  Tennfjord MK, Hilde G, Stær-Jensen J, Ellström Engh M, 

Bø K. Dyspareunia and pelvic floor muscle function before and 

during pregnancy and after childbirth. Int Urogynecol J. 2014 

https://jhuptr.hacettepe.edu.tr/articles/


Journal of Hacettepe University Physical Therapy and Rehabilitation Faculty                        Sexual Function In Third Trimester Pregnant Women 

 

Kürne HG. et al., JHUPTR. 2025;3(2):54-59 59 

Sep;25(9):1227-35. doi: 10.1007/s00192-014-2373-2. Epub 2014 

Apr 1. PMID: 24687365. 

17.  Ertem G, Sevil Ü. Gebeliğin Cinselliğe Etkisi. Dirim Tıp 

Gazetesi. 2010;85(1):40-7. 

18.  Brott AA, Ash J. The Expectant Father: Facts, Tips, and 

Advice for Dads-to-Be. New York: 1995. p. 114-5. 

19.  Salih F. Uterin Leiomyom İle Dismenore, Disparoni Ve 

Non-Siklik Pelvik Ağrı İlişkisinin Değerlendirilmesi. JGON. 

2013;10(38):1577-81. 

20.  Rosen CB, Heiman J, Leiblum S, Meston C, Shabsigh R, 

Ferguson D, D'Agostino R. The Female Sexual Function Index 

(FSFI): A multidimensional self-report instrument for the 

assessment of female sexual function. J Sex Marital Ther. 

2000;26(2):191-208. 

21.  Aygin D, Eti Aslan F. Kadın cinsel işlev ölçeğinin 

Türkçe’ye uyarlanması. Türkiye Klinikleri J Med Sci. 2005;25:393-

9. 

22.  Schober P, Boer C, Schwarte LA. Correlation coefficients: 

Appropriate use and interpretation. Anesth Analg. 2018;126:1763-8. 

23.  Tosun Güleroğlu F, Gördeles Beşer N. Evaluation of 

sexual functions of the pregnant women. J Sex Med. 

2014;11(1):146-53. 

24.  Lee JT, Lin CL, Wan GH, Liang CC. Sexual positions and 

sexual satisfaction of pregnant women. J Sex Marital Ther. 

2010;36(5):408-20. 

25.  Allen L, Fountain L. Addressing sexuality and pregnancy 

in childbirth education classes. J Perinat Educ. 2007;16(1):32. 

26.  Von Sydow K. Sexuality during pregnancy and after 

childbirth: A metacontent analysis of 59 studies. J Psychosom Res. 

1999;47(1):27-49. 

27.  Bartels HC, Terlizzi K, Cooney N, Kranidi A, Cronin M, 

Lalor JG, Brennan DJ. Quality of life and sexual function after a 

pregnancy complicated by placenta accreta spectrum. Aust NZ J 

Obstet Gynaecol. 2021;61:708-14. 

28.  Gadelha IP, Diniz FF, Aquino PDS, Silva DD, Balsells 

MM, Pinheiro AKB. Social determinants of health of high-risk 

pregnant women during prenatal follow-up. Rev Rene. 

2020;21(1):1-8. 

29.  Maharramova A. Gebelikte Risk Algısı ve Stres Düzeyinin 

Karşılaştırılması. Yüksek Lisans Tezi, Sağlık Bilimleri Enstitüsü, 

Ebelik Anabilim Dalı, Erzurum: Atatürk Üniversitesi; 2022. 

30.  Sydow KV. Sexuality during pregnancy and after 

childbirth: A metacontent analysis of 59 studies. J Psychosom Res. 

1999;47:27-49. 

31.  Naim M, Bhutto E. Sexuality during pregnancy in 

Pakistani women. J Pak Med Assoc. 2000;50:38-44. 

32.  Oruç S, Esen A, Laçin S, Adıgüzel H, Uyar Y, Koyuncu F. 

Sexual behavior during pregnancy. Aust NZ J Obstet Gynaecol. 

1999;39:48-50. 

33.  Erenel AS, Eroğlu K, Vural G, Dilbaz B. A Pilot study: In 

what ways do women in Turkey experience a change in their 

sexuality during pregnancy. Springer Sci + Bus Media. 2011;29:207-

16. 

34.  Liu HL, Hsu P, Chen KH. Sexual activity during 

pregnancy in Taiwan: A qualitative study. Sex Med. 2013;1(2):54-

61. 

35.  Ertem G, Sevil Ü. Gebeliğin cinselliğe etkisi. Dirim. 

2010;2(7):40-47. 

36.  Karakuş A, Yanıkkerem E. Gebelikte cinselliği etkileyen 

faktörler. Uluslararası Hakemli Hemşirelik Araştırmaları Dergisi. 

2015;2(3):91-112. 

37.  Gökyıldız Ş, Beji NK. The effects of pregnancy on sexual 

life. J Sex Marital Ther. 2005;31(3):201-15. 

38.  Adinma JI. Sexuality in Nigerian pregnant women: 

perceptions and practice. Aust NZ J Obstet Gynaecol. 1995;35:290-

3.  

39.  Leite AP, Campos AA, Dias AR, Amed PM, De Souza E, 

Camano L. Prevalence of sexual dysfunction during pregnancy. Rev 

Assoc Med Bras. 2009;55(5):563-8. 

https://jhuptr.hacettepe.edu.tr/articles/

